Sir,
A 48 year old fema le presented to us with multiple asymptomatic papules around eyes since 15 days. She had similar complaints from past 4 years. She gave history of exacerbation of these lesions in summer season and spontaneous remission in rainy season. There were no systemic complaints. On cutaneous examination, multiple translucent dome shaped papules of nearly 0.5 cm were present in peri orbital area (Fig. 1) . Systemic examination was normal. Simple puncture of a papule with a sterile needle exuded small amount of serous clear fluid. Routine investigations were under normal limits. Histopathology suggested unilocular dermal cystic lesion lined by two layers of cells lined by cuboidal cells. The features were suggestive of Eccrine Hidrocystoma.
Hidrocystomas are rare benign cystic skin tumours. They are classified as Eccrine and apocrine Hidrocystomas. While the former represent retention cysts of the Eccrine duct, the latter arise from the apocrine secretory coil [1] . Eccrine Hidrocystomas (EC) are of two types; the classic Robinson type (multiple type) named after his first discovery of EC in women with multiple facial lesions who were working in hot and humid environment and the Smith and Chernosky type (solitary type) named after Smith and Chernosky who reported patients with a solitary lesion [2] . They are seen predominantly on face, usually in periorbital area as cystic papules of about 1-3mm in diameter. However head, trunk and popliteal fossae may also be affected [2] . It is prevalent in adults between 30 and 70 years of age and shows predilection for females, more so with the multiple type [3] . The peculiarity of EC is that the lesions worsen in summer and remit in winter. Its exact pathogenesis is not elucidated. However the hypotheses proposed are poral closure causing secondary dilatation of sweat duct or adenomatous proliferation of the excretory duct [4] . Although apocrine hidrocystomas (AH) can mimic EH clinically, there are certain differences to be noted. The cysts in AH are usually larger, with a diameter of 3 to15mm, darker blue in colour and they are more often seen along the eyelid margin near the inner canthus rather than the periorbital region. Unlike EC, no seasonal variation is seen and they are usually solitary at presentation although there are reports of multiple lesions over face, forearms, anterior chest, axillae and labia majora [5] . Histopathology aids in confirming the diagnosis. AC are multilocular cysts in the dermis lined by myoepithelial cells and secretory columnar cells with decapitation secretion. The cysts have papillary projections and periodic acid Schiff (PAS) positive and diastase-resistant granules in secretory cells. EC usually
Letter to the Editor have a single cystic cavity lined by two layers of cuboidal cells. They do not feature myoepithelial cells, papillary projections, decapitation secretion and PAS positive diastase resistant granules [6] . Treatment options include simple needle puncture which gives temporary improvement, microdermabrasion, electrodessication. There are few reports of improvement with topical atropine and scopolamine, pulsed dye laser and botulinum toxin A [7] .
CONSENT
The examination of the patient was conducted according to the Declaration of Helsinki principles.
